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Invisible pleural e¡usion on standardpostero-
anterior X-ray
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Department of Chest Diseases and Allergy,Hospital NORD,Marseille, FranceFIG. 1 Chest X-rayperformed on admission.A 73-year-old man was admitted on February 2000
because of exacerbation of chronic dyspnoea.
His medical history included a chronic respiratory
insu⁄ciency related to past heavy smoking, ischaemic
heart disease and pulmonary embolism.
On admission the patient was polypnoeic and had no
fever. On examination, ¢ne crackles could be heard in
both lungs and some dullness of lower parts of the chest
was noticed.Therewas no swelling, erythema or pain in
the legs. Blood count was normal, chest X-ray demon-
strated an enlargedcardiac shadow and a leftpleural sha-
dow (Fig. 1). Pleural puncture drained 100ml of light
yellow £uid.Chemical analysis showed itwas transudate.
Surprisingly, thoracic scanningperformedon the same
day (Fig. 2) demonstrated a bilateral pleural e¡usion,
more prominent in the right side where it went up to
the apex (Fig. 3). In the left side, it was partitioned. Right
pleural puncture drained 700ml of light yellow £uid.
Chest X-ray performed after this puncture is shown in
Fig. 4.
The patient received diuretics and inhibitors of con-
version enzymes. He rapidly improved and was dis-
charged to his home with a chest X-ray comparable to
the previous one. The bilateral pleural e¡usion could be
considered to be related to left cardiac failure due to se-
vere ischaemic heart disease.
This case report demonstrates an important pleural
e¡usion which was invisible on a standard postero-
anterior chest X-ray. How can such a discrepancy be
explained when the chest X-ray is performed in the
upright position and the e¡usion is not partitioned (right
side)? There are no answers to this question in the litera-
ture.We have only found mention in a French textbook
that transudative pleural e¡usionmight be less visible on
chest X-ray than exudative e¡usion (1).FIG. 2 Computed scanningexaminationperformed onadmis-
sion.Lower sections.
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FIG 3 Computed scanning examination performed on admis-
sion.Upper sections.
FIG. 4 Chest X-ray performed after puncture of the right
pleural e¡usion.
CASEREPORT 923Usually, the ¢rst radiographic evidence of a limited
pleural e¡usion is a ¢lling of the posterior segment of
the costo-diaphragmatic sinus, mostly visible on a lateral
¢lm (2).Under these conditions, on thepostero-anterior
view, the costo-diaphragmatic sinus has the same shape
but is moved laterally; this radiographic sign was de-
scribed by Fleischner for the ¢rst time in 1927 (3) and
named a lamellar pleural e¡usion. A pleural e¡usion
which is responsible for a ¢lling of the costo-diaphragmatic
sinus on an poster-anterior view performed in the up-
right position is supposed to correspond to 175 ^525 cm3 (4). Our case report emphasizes that a more
important pleural e¡usion can be invisible on a standard
X-ray.
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